relieve her. After a little time I decided to operate, and placed the whole position before her. She wished for operation. I asked my senior surgeon (Mr. Murray Morton) for a bed. After the operation, other patients who had seen her in the outpatient room asked to see her in the ward. Then another asked to be operated upon. Ultimately all were operated upon. Since that time I do not think I have had to persuade a patient to undergo operation. The first lady is now cook in one of the largest provincial hotels in Victoria.
I shall not speak of oetiology. It seems to me that the chief interest to you will centre around such questions as, "Is surgical interference justifiable?" If so, at what stage of the disease is it indicated, and to what extent is interference desirable? Then comes the question of the absolute or relative safety of the patient, and what modifications of technique help to assure this? Finally, and most important of all-in what condition do we leave the patient?
I have written1 that, judged from the point of view of response to operative treatment, cases fall into four classes:
First, the classical type: There are present, goitre, tachycardia and palpitation, tremor, staring eyes, with or without exophthalmos. There may or may not be complete amenorrhcea; emaciation, alopecia, and other less constant symptoms. But we can detect little or no organic degeneration. The heart has not " broken down," if we may use that term to indicate either definite cedema of dependent parts or irregularity of pulse. It is arguable whether operation should be performed in this class or not. There is the possibility of complete return to health by medical treatment or rest, or with no treatment at all. Also there is the possibility that, in spite of all medical treatment, the disease may progress, to end either in death or in such organic degeneration that return to health is an impossibility. We will discuss that later.
Second class: In this class I place those cases in which the disease has progre..ssed until there has been organic degeneration; and among them there have been some complete wrecks-irregular heart, cedeina, enlarged liver. The existence of this class at all (and it is a comparatively large one) is some answer to the query as to whether cases in the first class should be operated upon; and it is certainly some answer to the statement still made sometimes, that all cases ultimately ' Brit. Med. Journ., 1909 , i, p. 1222 get well if they live lbng enough. It has been stated that cases in this class are too far advanced for operation, I think for two reasons: (1) that they are too ill to stand the operation, and (2) because degeneration of organs has advanced to such a stage that improvement is impossible. We will discuss that also later.
Third class: In this class I place the cases in which the thyroid gland is quite small, in which it can sometimes scarcely be detected; and yet, associated with that small gland, there may be an extreme degree of one or more of the characteristic signs. There may be absence of tremor, or of exophthalmos, though either or both may be excessive. There may be smothering sensations or flushings. In spite of a rapidly beating heart the patient is usually over-fat, if one may use the term.
Fourth class: In this class I place the cases in which there are some thyrotoxic symptoms, associated with a goitre which is not truly exophthalmic in type. I do not mean by this cases of simple parenchymatous goitre, which have been in existence for some years, and have then become exophthalmic in type. Those are among the worst of cases. But there are some cases of adenoma of the thyroid in which the position of the adenoma behind the sternum or clavicle, or the adenoma, apart from any question of position or size, seems to irritate the surrounding gland tissue and cause some tremor, some staring of the eyes, and make the heart more easily excited.
To speak of the considerations which influence one in deciding whether to operate in each class, one has to take into account the position in life of the patient, and the severity of the case in relation to the progress made under medical treatment. If a patient has means and leisure, and the symptoms are not progressing, and one feels that there is no danger of the heart condition passing from mere irritability into organic change, then medical treatment could safely be persisted with for an indefinite time. Against this, one has found that again and again a patient has moved on from one practitioner to another, or has stayed away from her own practitioner, and ultimately comes back, with cedema of the feet. I will instance two cases. I recently operated upon a patient who had seen a practitioner in one of our larger provincial towns two years ago. She took his medicine for three months, then went to a Chinese herbalist. She took the drugs of the Chinese herbalist for one year and nine months; she then saw a medical man who sent her to me. This patient's sister had died in a hospital from goitre years before. I think of another case, where a woman had been going along fairly well and seeing me at moderately long intervals. One morning she came with a heart enlarged, the apex well beyond the nipple line, and an irregular pulse. Some nights before she had gone to a dance; that, I presume, had been the culininating cause, though it is more probable that the trouble had been progressive before the dance. I myself refuse to operate until I know that the patient has had three months' efficient medical treatment, unless there are present other circumstances influencing the case, and one is guided by all the circumstances. One man, a sub-inspector in an insurance office, I kept under medical treatment for nearly twelve months, but he could never work with efficiency-always the thumping heart with the least exertion, -and often without. At the end of the time I removed one lobe. Response to operative treatment in this class is very prompt, and the cure is complete if organic heart disease is not present, and if sufficient gland is removed. With local anesthesia and expert operating the danger is nit.
In the second class one gets every stage of wreck-extreme emaciation, cedema, sometimes only in feet and legs, sometimes up the whole body, sometimes in the face if the face be low, as during sleep. Pulse irregular; apex-beat anywhere between the nipple line and the axilla. They constitute a class which most men who operate for goitre say should not be touched for two reasons: (1) because operation is too dangerous, and (2) because organic disease has so far advanced that improvement cannot follow. Out of 380 thyroid operations altogether, I have performed nineteen on cases in this class, and I say that operation is not too dangerous, and that very great improvement follows. One case, a patient of the President of the Victorian Branch, was lying on a bed utterly prostrated. She was cedematous; the stethoscope dented her chest wall; her apex-beat was 1 in. outside the nipple line. She had incidentally freely movable kidneys, a retroverted uterus, was almost blind (though not old), and whilst in hospital beca-me deeply jaundiced. Dr. White assisted me to remove one lobe, and, later, half the other. She now leads a happy life, does light work, walks, and drives. Of course she cannot do hard work, and her heart can never be sound, but she was completely invalided before.
I have reported before (loc. cit.) the case of a nun, whose face was asymmetrical with cedema every time she slept. Dr. Shields helped me to operate upon her three years ago, and she has since been made Mother Rectress of her convent. She says, with a smile, " That she cannot go up and downstairs too many times a day." Her pulse is irregular, but quiet; and she does her work fairly comfortably. Two patients whom I had placed in this class on account of cedema, and what was apparently heart failure, completely recovered; and each does all the female labour on a farm. I could multiply instances and details. All of these patients may be written to, or letters from them seen. I do not think that any anoesthetist would care to give a general anaesthetic to cases in this class, but under local ancesthesia one can state that the patients stand the operation well. There is only danger under two conditions: (1) operating under an acute exacerbation of poisoning;
(2) operating when bronchitis is present.
About the third class, some authors say that even in the smallest glands associated with thyrotoxic symptoms one can detect the active part and remove it. I cannot, and I think it is unwise to remove portions of a gland which is not obviously enlarged, even though all, or most, of the other characteristic signs are present. One wants to be sure that there is no enlarged portion beneath the sternum or either clavicle. If there, it is not always easy to detect. Microscopically such glands show acini densely packed with active cells. and the activity of gland tissue per cubic space is so great that if half or two-thirds of the gland is removed the remaining portion is still so poisonous that it produces symptoms; and it seems that those densely packed cells are likely to atrophy from mutual pressure later. That is only opinion, but the few cases of this class that I have operated upon make me disinclined to remove gland substance.
The fourth class I will not take up time speaking about. The response to operation is immediate and complete.
I think that here I should speak of the mortality. That is one of the most important points to the physician who is deciding the welfare of a patient. I have published enough about the first case I lost, removing too much tissue at once with much crushing when one was inexpert; that was Case XIII. I lost my second case through operating when bronchitis was present, but the pulse-rate was getting higher each day, and the condition was grave; one took the risk to try and save life. Hypostatic pneumonia followed, and the patient died. The third case was moribund when I operated. She had been ill for some years and became rapidly worse; then she was sent up to me. Her pulse-rate was between 160 and 180; and she was acutely ill. With q 5
Leiter's tubes and calcium lactate the pulse came down to 144 one morning, but rose again to the vicinity of 170 to 180. I knew I could remove the larger lobe rapidly. I thought that, even then, if the larger lobe could be removed without much handling it might not be too late. I discussed it with the husband; he could see that she was dying. I did it. It made no difference at all; the pulse kept the same for the next twenty-four hours, and she died. That woman had two years during which she could have been operated upon safely, and completely cured. The last exacerbation came on whilst she was under medical treatment; then it was too late. I have lost one other case, the circumstances surrounding which I cannot publish. That is four deaths in 380 operations of all classes, and in 230 cases of exophthalmic goitre, and for each death there was an accountable reason. I think the opinion is becoming almost universal that under certain circumstances operation may be necessary in any case, but there are many who would regard it as being only a last resort. For reasons, some of which have revealed themselves as we have gone along to-night, I feel strongly that operation should not be regarded only as a last resort. So long as it is regarded as a last resort operation cases will be continually progressing from Class I to Class II, and the practitioner will have taken away from the patient her chance of complete recovery. Also I would like to say that during the last eighteen months five cases have been sent to me which simply died as soon as they got into hospital. Operation was out of the question; they were dying when they arrived, and all of them had been under constant medical attention.
One came 160 miles by train, reached the hospital in the afternoon, and died the same night. One drove 20 miles in a conveyance, 200 miles by train, ambulance to a private hospital, and died. One died at home in the few days intervening between the time when she decided to come into hospital and the day when a bed could be ready. One was admitted into a medical ward until a surgical bed could be ready, had diarrhcea and vomiting all the time, and died before operation. One of the deaths I mentioned after operation might be added to this number, for she was practically moribund when she arrived, making the number six who were sent absolutely too late for surgical interference. That is one aspect of the dernier ressort view! Then, when speaking of the permanent damage which may occur, I would mention one case in which the eyes were so proptosed that the conjunctival mucous membrane was hanging in cedematous folds. Dr.
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Edward Ryan said that unless the exophthalmos could be relieved by partial thyroidectomy she must lose her eyes. I operated with a pulse so rapid that at times it could not be counted. Her pulse is now in the eighties, but one eye has gone completely; and although the cornea is still transparent in the other, we are not yet sure what will happen. Then there are all the cases which have advanced from Class I to Class II, those in which the damage is irreparable; I think one cannot ignore evidence like that.
Then there is the question as to how much gland tissue should be removed. We know the immense physiological importance of the thyroid gland, and yet here we have it poisoning heart muscle, poisoning nerve tissue, causing exophthalmos and emaciation. We have to remove enough to cure the disease, and we must leave enough for physiological purposes, and all the judgment and experience which one has is called for. In young patients, and those not very bad, the larger lobe should be enough, with any mid-lobe or isthmus. In older people, and those in whom the disease is very bad, the removal of one lobe will practically not do any good at all; one lobe and half the other must be removed. If the gland has been big and active, even then the remaining portion may be too large. One has to remember that more can always be removed, but it cannot be put back again easily. One must remove enough, but one must never be hustled into removing too much in order to make a " complete job" at once. Although I now rarely have to operate more than once, it will occasionally happen that one has to remove some more to cure the patient completely, and in three cases I have operated three times. They were among my earlier cases, and only one lobe was removed at first; they were also among the earlier cases in which I was recognizing that part of the second lobe had to be removed, hence I was very frightened of removing too much.
So later I removed a thir,d portion. I am sure it was wiser to go slowly and safely in the way I did; it all had to be, in the way of finding out knowledge.
Anasthesia. Now as regards ansesthesia, with the exception of a very few cases in which open ether has been given by Dr. Harse or Dr. Davies, all my operations have been performned under local aneesthesia. I know that in many instances general anesthesia may be quite safely given, but in a great many instances it cannot. All the causes of death in this operation are not known, chief among them are crushing and handling of gland tissue, slow operating, inexpertness. General anesthesia alone is not the chief cause of death, but I like operating under local anaesthesia; the patients are safe, the distress is negligible, the' recurrent laryngeal nerve may be guarded, post-operative vomiting does not occur, pints of fluid may be given by the mouth. And the moment the operation is over the patient is happy enough to smile, and free from the unpleasant sequela of general ancesthesia. General anasthesia could not be given in cases in Class II, and scarcely in the worst cases of Class I. Almost always the upper pole, or a pear-shaped protuberance from the posterior edge of the middle of the lobe, wraps itself tightly around the trachea, almost behind the trachea. In these cases there is a little " drag," but I submit that that protuberance is more safely shelled out and off the trachea by gentle manipulation under local anaesthesia. In many instances, with nervous patients I have placed the apparatus for general anesthesia on a shelf in the room, and told the patient that she might have it on demand. I have never had to change, and have long ceased to carry the apparatus. Local anesthesia means using 7 oz. of 2 per 1,000 novocain, and well infiltrating all the front of the neck.
As regards exophthalmos, the reports that occur in the literature differ very widely. I find that if one lobe and a portion of the other be removed the eye corresponding to the comiplete removal recedes much more than the other. If sufficient gland substance has been removed to cure the general condition, the eyes, even if they have been very prominent, almost always recede in a longer or shorter time. One lady whose eyes were very proptosed, and looked quite uncanny, became normal in appearance within a fortnight of operation. Another who had two operations took ten months. I have mentioned the lady whose eyes were so proptosed that one was [destroyed, the other receded after operation but not completely; and a few always have a little proptosis remaining.
About the parathyroids, I have not evidence from which to speak.
In 380 operations I have never seen evidence of tetany. I certainly strip back the posterior capsule as carefully as I can, but I never do the intracapsular. ligation of vessels, as insisted on by some American writers.
If they are as readily dataged as the literature would show, I must have damaged them many scores of times. At present I have to suspend judgment. I think, again (this is only opinion), that if the removal is rapid and gentle, removal of one lobe and a half is possibly less dangerous than removal of one lobe alone, for the following reasons: removal of one lobe, I believe, causes reflex dilatation of the vessels of the other lobe, with increased activity of the gland. The remaining lobe being tightly encapsuled by its capsule, must pour the results of its increased activity into the lymph and blood vascular systems, with consequent poisoning.
If all of one lobe and half the second be removed without crushing, the clean-cut surface of the second lobe allows free escape for the thyroid secretion and lymph, which is led to the exterior by an efficient drainage tube. This supposition would certainly not hold good with slow operating or rough handling of the gland. The operation must frequently result in failure if only one lobe is removed, the other lobe being at the same time large and vascular. Removal of one lobe may not do a patient any good at all, and it is because so much thyroid tissue is left behind that the operation is so frequently spoken of as not being successful.
The fear that these patients may become myxoedematous has been expressed to me frequently. The operation is being performed extensively the world over now, and many critical eyes are watching results. I think no case of myxcedema following operation would escape observation. On the other hand, I think the greater fear is that, without operation, many cases will pass from Class I to Class II, or else comne too late for surgical interference.
In Osler's " System of Medicine " the statement is made that the disease is one in which " few recover and some die." Against that one can say that one has seen individuals so miserably wretched that life was burdensome, become in one week absolutely calm, lose all tremor, and in a few weeks able to enjoy life actively; others who though not quite so bad are unable to do work except with constant distress, become in a few weeks able to undertake their duties with comfort. They play tennis, they ride, they dance; one man builds coaches, one, who was very ill, has returned to his work as a blacksmith. If, rarely, there is one in whom, through not quite enough tissue being removed, the heart beats still too rapidly, one feels that it is better to err on the safe side, and it does not detract from the result in scores of patients who are leading vigorous lives.
